Shifting resources and funding from institutionalized care for those with mental illness to community-based care has shown promise for behavioral health parity in health crisis circumstances and yet, it has been underfunded. One of the unfortunate trends of deinstitutionalization of behavioral health services in general has been a persistent gap in emergency crisis services. This gap in services leaves those in a behavioral health crisis to receive treatment in the Hospital Emergency Departments culminating in an astounding increase in overall healthcare expenditures. Providing behavioral health crisis assessment and treatment in busy emergency departments that produce long waits for care can be a challenging environment for those in need of immediate treatment for psychological needs. Crisis Stabilization Centers are effective at providing suicide prevention services, addressing behavioral health treatment, diverting individuals from entering a higher level of care and addressing the distress experienced by individuals in a behavioral health crisis. Studies also show that the cost of Crisis Stabilization Centers is significantly less than psychiatric inpatient units and satisfaction among clients is greater. Expanding the options for Behavioral Health Crisis Care from community-based behavioral health outpatient care and inpatient care to various community alternatives, benefits individuals in crisis as well as the community. This article provides an overview of community alternatives to psychiatric hospitalization, financial barriers to care and future research.
Introduction
The Community Mental Health Act (1963), signed by President John F. Kennedy was the first federal policy that shifted funding and services from institutionalized settings to community-based behavioral health services. In the 55 years since President Kennedy's initiative to deinstitutionalize Psychiatric Hospitals, we have seen a growth in community-based behavioral health services in the United States 1 (Action Alliance, 2016). This growth has incentivized community behavioral health centers, channelized funding to individuals with mental illness through Medicaid while addressing client's rights and experiences with the deinstitutionalization of Psychiatric Hospitals and creation of community-based services. More improvement in Communitybased Care is needed in order to provide adequate services to individuals experiencing a behavioral health crisis 2 (Angar-Jacomb & Read, 2009). Historically, states have been unable to provide sufficient resources and alternatives to psychiatric hospitalization for individuals experiencing a behavioral health crisis.
According to the 3 Crisis Stabilization Services include telephone services, walk-in services, mobile crisis, short-term residential treatment, 23-hour Crisis Stabilization Units, the Living Room Model, Crisis Stabilization Units and psychiatric hospitalization. Crisis Stabilization Services provide safety and security for individuals in a psychiatric crisis and they can range from stand-alone sub-acute community-based units with length of stays from 1-10 days to hospitalbased systems with recliner chairs and 24-hour length of stays 6 (James & Gilliland, 2001 ). These programs provide a range of services as an alternative to long term hospital stays and often allow the client to remain in their community to receive treatment services. Services provided can include assessment, case management, counseling, referrals, and
This article summarizes community-based behavioral health Crisis Stabilization Services, multidisciplinary teams, and financial barriers to providing quality services.
Crisis Stabilization Center Models

23-Hour Crisis Stabilization
23-hour crisis stabilization units offer an alternative to emergency department and psychiatric hospitalization admission by providing 23-hour crisis respite and observation in the community 7 (SAMHSA 2014). The setting of this model resembles a home environment and offers assessment, rapid stabilization, reduction in crisis symptoms and observation in a community-based setting 8 (Thin et al, 2015). The model seeks to provide a safe environment, relieve crisis symptoms immediately, provide observation, determine level of care and to deflect from unnecessary higher levels of care 
The Living Room Model
The Living Room Model is a walk-in respite centers for individuals in crisis. These home-like environments offer a courteous and calming surrounding for immediate relief of crisis symptoms and to avert psychiatric hospitalization 11 (Heyland, Emery, & Shattell, 2013) . The goal of treatment in the Living Room Model is to provide a safe and secure environment where multidisciplinary professionals and peers with similar experiences provide treatment services. The Living Room Model highlights peers working or collaborating directly with clients to assist with symptom relief 1 (Action Alliance, 2016). The Living Room Model is distinctly different from the 23-hour crisis stabilization units. The Living Room Model provides crisis resolution and treatment for those who need more than 24 hours to resolve the issues that brought them into crisis, are short term and provide intensive treatment.
Crisis Stabilization Centers
Crisis Stabilization Centers (also known as short-term crisis residential stabilization services, community-based behavioral health stabilization, crisis stabilization, and crisis stabilization facilities) are home-like environments that address behavioral health crisis in a communitybased behavioral health or hospital setting. They are bedded units that range from 6-16 beds and staffed by licensed and unlicensed peer support as well as clinical and non-clinical professionals who hold masters and bachelor degrees 7, 5 (SAMHSA, 2014; Mukherjee & Saxon, 2017). Services may consist of assessment, diagnosis, abbreviated treatment planning, observation, case management, individual and group counseling, skills training, prescribing and monitoring of psychotropic medication, referral, and linkage. Service delivery is offered on a 24-hour basis to address the client's immediate safety needs, develop resilience and create a plan to address the cyclical nature of behavioral health challenges and future behavioral health crisis for adults and children. The National Alliance for Suicide Prevention (2016) considers Crisis Stabilization Centers to be a "core element" of behavioral health crisis systems. Different from the Living Room Model and the 23-Hour Crisis Stabilization Unit, Crisis Stabilization Centers offer services to individuals whose needs cannot be met in the community. The environment is safe and secure and less restrictive than a hospital setting.
In a recent study by Mukherjee and Saxon (2017) , the authors reported on the creation of a model of care at a Crisis Stabilization Center in rural Illinois that implemented one of three models for deflecting individuals from increased levels of behavioral health care. In this model, clients entering the ED would receive a clinical assessment and on the basis of the assessment could be transferred to a community-based crisis center for treatment. The study showed the LOS in the ED decreased from 7.3 hours to 4.12 hours after the introduction of the behavioral health crisis stabilization center intervention. The study also conducted a cost-analysis that showed this intervention saved an approximate $4.1 million in Medicaid cost.
In a separate study by Wilder Research (2013), a crisis stabilization unit in a metropolitan Minnesota area examined the impact of the unit on the ED, outpatient services and inpatient psychiatric service utilization. The study found the overall cost of providing services in a community-based crisis center was less than providing services in an inpatient unit. Mukherjee and Saxon (2017) found that one of the keys to developing Crisis Stabilization Centers is to work in multi-disciplinary teams. Crisis Intervention is provided by multiple entities which can include police, hospitals, nurses, ambulatory services, behavioral health and many other professionals 6,5 (James & Gilliland, 2001; Mukherjee & Saxon, 2017). When we combine the cumulative knowledge, skills, and ability of partners that serve individuals in psychiatric crisis we achieve a panoply of interdisciplinary skillsets that address the needs of a comprehensive integrated behavioral healthcare system. When identifying key stakeholders the following agencies can be engaged: behavioral health, health care, substance abuse, children and family services, older adult services, ambulatory services, state, home health, employment services, women's centers, family planning, Medicaid, Social Security, Health and Human Services, legal services, advocacy groups, education and federal leaders, public and private agencies 11,1,5 (National Action Alliance for Suicide Prevention, 2011; National Action Alliance for Suicide Prevention, 2016; Mukherjee & Saxon, 2017) . Building a team that can collaborate and address the systematic and personal challenges of those experiencing a behavioral health crisis creates a more effective system that increases service delivery while reducing the overall health care cost for those in crisis 6 (James & Gilliland, 2001) . When collaboration among agencies and individuals is performed it reaches into political, local, state wide, federal, bureaucratic systems to create an environment where the voice of those who are suffering from psychiatric crisis can be 6 heard (James & Gilliland, 2001 ).
Multi-Disciplinary Team Approaches
While multi-disciplinary teams improve the outcomes for individuals in crisis they also face challenges. Challenges to forming and sustaining multidisciplinary teams include selecting the most appropriate community providers to be a part of the team, the loss of funding that effect service delivery, agency turnover, inconsistent meeting dates and times, lack of communication, and the ability to provide adequate oversight of the client 8,13 (Thinn, et al., 2015; Colombo, Bendelow, Fulford & Williams, 2003) . It is important to carefully consider the challenges to multidisciplinary teams as they are being formed and as the client progresses in treatment.
Financial Barriers
Crisis Stabilization Centers are a core part of the continuum of care for clients who experience a behavioral health crisis 7 (SAMHSA, 2014). When behavioral health crisis services exclusively rely on transitional funding such as grants, or they are tied to insurance requirements for care that narrowly define the prospective clients; this negatively impacts how crisis services are delivered, particularly in rural communities with smaller populations 7 (SAMHSA, 2014). Private insurance companies have inflexible requirements for crisis services, resulting in states utilizing funding for indigent clients instead of funding through insurance. These pose challenging barriers to sustainable behavioral health crisis stabilization models of any sort. To be successful at providing individuals in crisis with supplemental services that will enhance treatment, there is a need to blend multiple categorical and singleservice funding sources and resources to address the diverse needs of this population 14 (Collins et al., 2010) .
Future Research
Heyland & Johnson (2017) 15 report that the need for variation in community-based treatment options for those in a behavioral health crisis still exist. The need for more treatment options coupled with funding cuts increases the number of individuals in crisis. This reduction in resources leaves emergency departments as the primary resource for psychiatric crisis services. Community alternatives for crisis care are a viable option for individuals in crisis. After reviewing 27 studies on the effectiveness of Crisis Stabilization Centers, the Action Alliance (2014) found that Crisis Stabilization Centers provide cost savings and are effective at treating individuals experiencing a behavioral health crisis. The authors encourage more research in this area including the connecting of funding opportunities that would address multiple streams of combined funding. Although preliminary outcomes on Crisis Stabilization Centers are positive, more research is needed to create outcomes and understand environmental challenges, continuous quality improvements, models of service, evidence-based approaches, outreach programs and multicultural issues.
Conclusions
Crisis Stabilization Centers are a viable alternative to Emergency Department behavioral health treatment.
Research has shown that models such as 23-hour stabilization, the Living Room Model and Crisis Stabilization Centers have been shown to be effective at treating individuals in crisis and are cost effective. While communities create effective partnerships with federal, state and local administrative bodies they lack resources and funding to provide consistent treatment and improve on service delivery. At a time when the need for behavioral health service is in the national spotlight, behavioral health agencies and hospital systems are seeing the importance of new community-based crisis service delivery models and are addressing individuals in crisis.
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